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'SUMMARY STATEMENT OF DEFICIENCIES

PRQVIDER'S PLAN OF CORRECTION

{X6)

CFR(s): 483.12(a)}(1)

483.12
iThe resident has the right to be free from abuse,

‘neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This

rincludes but is not limited to freedom from
| corporal punishment, involuntary seclusion and

.any physical or chemical restraint not required to

| treat the resident's symptoms.

483.12(a) The facllity must-

(a)(1) Not use verbal, mental, sexual, or physical |
abuse, corporal punishment, or involuntary

| seclusion;

This REQUIREMENT is not met as evidenced

| by:
| Based on review of facility policy, medical record |

review, and interview, the facility failed to prevent
abuse/exploitation for 1 resldents (#81) of 5

| resident reviewed for abuse.

The findings included:
Revlew of facllity policy, Cell Phone Policy,

cleared by NP on 06.27.2017 @
1:00. SW assessed resident,
completed BIMS score 14, PHQ4
score 4/27 Residents physically
assessed by licensed nursing
personnel throughout day with
resident noted to be happy,
joking with staff, and on [Pad.
Skin assessment completed by
ADON on 06.27 with no new
findings. Care plan revised on
06.27.2017 by MDS Coordinator
to reflect resident condition.
Psychologist evaluation on
06.28.2017 with no distress
noted. SW continued to follow
resident for how long for three
days to monitor for any
changes in mood or signs and

é’é‘g;‘& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRIgFIX * (EACH CORRECTIVE ACTION SHOULD BE COMTETION S
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
| Arecertification survey and complaint
investigation #40360, #41301, #41529, #41809, 1
#41885 and #42449 were completed on F 223 483.12(a)(1)
10/9/17-10/11/17 at The Waters of Gallatin. : '
Deficiencies were cited related to the | 1.Physical . assessment
recertification survey and complaint investigation completed on resident # 81 by
#41809 and #41885, under 42 CFR PART 483, attending physician and medical
'Requirements for Long Term Care Facilities. ' director with findings noted. Q
F 223 | FREE FROM ABUSE/INVOLUNTARY F 223 15 minute checks initiated until
$8=D | SECLUSION HINGES) CAE

Ampa—

Al punttiynlp

undated, revealed “...It is Facility's policy that symptoms of psychological
representatives of our organization do not use distress.
[ABGRAFORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SONATORE ——————~T1TLE ' ~ X6 DATE
?ZW 10/30/2017

Any deflolency stétemant ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing it Is detarmined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facliity. If deflclencles are cited; an approved plen of correction Is requisite to continued

program participation.
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{ ;','Continued From page 1 ] F223i]' 2.All  residents have the
i  |icell and Jor smart phones while performing work | potential to be affected by this
1 LﬁﬁfskFurtper \éldeto agdH ;:s[rpplcttur?sdsgoullghnol _ practice.  On 06.27.2017 all
|be taken of residents rotected Hea | .: . . .
‘Information] and ePHI [electronic Protected j ! CSIIEnts Weie mtervnewc?ij .by
Health Information]..." | | department heads utilizing
M o e el Fidharili | Abuse  Questionnaire.  No-
edical record review revealed Resident #81 was | A
| admitted to the facility on 11/11/16 and readmitted | concerns were identlfied. All
‘on 7/15/17 with diagnoses including Displaced residents received a skin |

-
N
Mo
w

It ] iSupracondylar Fracture with Intracondyiar | © | assessment on 06.27.2017, no
|l 1/Extension of Lower End of Left Femur, Dyspnea, | | concerns were identified. Al |
. '[iChronic Obstructive Pulmonary Disease, Acute | ] L )
| .lion Chronic Combined Systolic and D]as_t_olic | staff were interviewed nursing
: l-ngiré i" aﬂlu're. Type 2 Dlabetgs_ Mellitus with I administration and
\|iDiabetic Neuropathy, Chronic Atrial Fibrillation, | f i in ]
-. “/Chronic Pain Syndrome, Heart Failure, Pleural | _ Ad;nimstlr ator re_gardn:g Zzuse !
‘{{Effusion, Gastroparesis, Hyperlipidemia, Panic | { ~and neglect using the Abuse |
i |Dlsorder Major Depressive Disorder, Anxlely i | Questionnaire. Interviews !
'Dlsdorder Hypertension, Irritable Bowel Syndrome | f included any knowledge of
{rand Gastro-Esophageal Reflux Disease without | 1 .
| Esophagitis. Resident #81 discharged from the | | incident. No new reports of |
{-facility on 7/28/17. abuse were identified. oo

|| Medical record review of the Quarterly Minimum

 Data Set dated 6/28/17 revealed the resident had | j

| a Brief Interview for Mental Status score of 15, | | 3.0n 06.27.2017, 100% of staff
indicating she was cognitively intact. { trained Administrator and

| Review of the facility investigation revealed a nursing administration on Abuse

1 written statement from Certified Nurse Aide : |  with completion of abuse
i (CNA) #2 dated 6/27/17 "...| was shown & plctufa ! competency test with 100% pass
| by [CNA #1]. 1t was an Inappropriate picture of the : | rate required. On 06.27.2017,

| resident in 408B. | also witnessed [CNA #1] i ) "
{ showing the picture at the nurse's station one | 100% of staff were interviewed

night & laughing about it..." : 1 onabuse and neglect using the

| Telephone interview with CNA #1 on 10/11/17 at Abtss Qfxestlonnaire Wit ne -~
1 6:35 PM revealed she admitted taking a picture of . new findings. On 06.27 and
| Resident #81 while the resident was transferring B Y o e e o N _

e Ifcontinuatluu sheet Page 2of 10
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: {x-t) D || SUMMARY STATEMENT OF DEFIGIENCIES _ T il ~TROVIDER'S PLAN OF CORRECTION 1 e '

" PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EP«GH CORRECTIVE ACTION S8HOULD BE COMPLETION |

; TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE i

j o  DEFICIENCY) .:-
R T 0628, 100% of staff trained
[ F223 | Continued From page 1 F223]  Administrator and  nursing |

['Supracondylar. Fracture with Intracondylar _
{Extension of Lower End of Left Femur, Dyspnea, |
'{|Chronic Obstructive Pulmonary Disease, Acute
|lon Chronic Combined Systolic and Diastolic
I'Heart Failure, Type 2 Diabetes Mellitus with

 Chronic Pain Syndrome, Heart Failure, Pleural |
{'Effusion, Gastroparesis, Hyperlipidemia, Panic |
|| Disorder, Major Depressive Disorder, Anxiely |
|| Disorder, Hypertension, lrritable Bowel Syndrome 1
{;and Gastro-Esophageal Reflux Disease without
|' Esophagitis. Resident #81 discharged from the
| facility on 7/28/17.

' Medical record review of the Quarterly Minimum

| Data Set dated 6/28/17 revealed the resident had |
| a Brief Interview for Mental Status score of 15, |
‘1 Indicating she was cognitively intact.

. Review of the facility Investigation revealed a

{ (CNA) #2 dated 6/27/17 "... was shown a picture :

‘cefl and for smart phohes while performing work
'tasks, Further, video and or pictures should not
be taken of residents, PH! [Protected Health
‘Information] and ePHI [electronic Protected
Health Information]..."

‘Medical record review revealed Resident #81 was

ladmltted to the facility on 11/11/16 and readmifted |
ion 7/15/17 with diagnoses including Displaced

labetic Neuropathy, Chronic Atrial Fibrillation,

written statement from.Certified Nurse Aide

by [CNA #1]. It was an inapproprla!e picture of the

| resident in 408B. | also witnessed [CNA#1]
{ showing the picture at the nurse's station one

1 Telephone interview with CNA#1 on 10/11/17 at
1 6:35 PM revealed she admitted taking a picture of
| Resident #81 whlle the re5|dent was transferring i

night & laughing about it..."

administration on Cell Phone
policy. On 06.27.2017, 100 % of
staff trained by Administrator
and nursing administration on
Social Media policy. On 06.27
, and 06.28.2017, 100% of staff
| . tralned by Administrator and.
nursing  administration  on
HIPPA. On 06.28.2017, 100% of
staff received training on
Dignity, Respect, Customer
Service.All new employees will’
be educated by Human
Resources on Abuse and
Neglect, Social Media, Celi
Phone Policy during the New
Hire Orientation.

4.The SW will conduct
Abuse/Neglect Interviews with
a random sample of residents
with BIMS > 9 or higher and/or
family members every week for
four weeks, and then monthly
for three months, reporting
! results to QAPI Committee for
il review and recommendation.
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Staff Questionnaire

Staff Name: Date:

1. Have you or do you know if anyone has ever taken any pictures of a
resident?

2. Have you or do you know of anyone posting residents pictures or
information on any social media?

3. Have you ever witnessed any type of abuse toward a resident in this
facility?

4. Have you or do you know of any staff member that has violated the
Personal Health Information(PHI} policy in regards.to any resident in this
facility




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES.
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FORM APPROVED
1B NO. 0938-0391

" NAME OF PROVIDER OR SUPPLIER

THE WATERS OF GALLATIN, LLC

'STATEMENT OF DEFICIENCIES il (1) PROVIDER/SUPPLIER/CLIA | (x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
A. BUILDING 1
i )
445124 | B. WING T ' _ 10/11/2017
: STREET ADDRESS, GITY, STATE, ZIP CODE

‘666 EAST BLEDSOE STREET
GALLATIN, TN 37066

“~ PROVIDER'S PLAN OF CORRECTION (X5)
| COMPLETION

| 483.12(a) The facility must-

CFR(s): 483.12(a)(3)(4)(c)(1)(4)

(3) Not employ or otherwise engage individuals |

who-

(i) Have been found guilty of abuse, neglect, !
!exploitation, misappropriation of property, or
'mistreatment by a court of law;

(liy Have had a finding entered into the State
inurse aide registry concerning abuse, neglect,
‘exploitation, mistreatment of residents or
| misappropriation of their property; or

(iii) Have a disciplinary action in effect against his ;
‘or her professional license by a state licensure ;
‘body as a result of a finding of abuse, neglect,

exploitation, mistreatment of residents or

| misappropriation of resident property.

{4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of

(X&) D | SUMMARY STATEMENT OF DEFICIENCIES I
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
T~ Any identified concerns will be
F 223 | Continued From page 2 F223| immediately reported to the
{from the bedside commode to the hed. It was administrator with follow up
unknown when this picture was taken. Further :
interview revealed the resident was not clothed completed  as appfopnatc'e.
from the waist down. Further interview revealed Department Heads will audit
approximately 2 months later the CNA sentthe | staffs cell phone compliance
picture to CNA #2 and denied showing the picture | dally during room rounds,
to any other staff. . .
| documenting on Room Rounds |
Interview with the Administrator on 10/11/17 at | Form. Any concerns will be i
4:30pm in her office revealed confirmed the ! 1 ; '
facillty falled to prevent abuse/exploltation for | immediately reported to the
| Resident #81. |  Administrator/designee  with
F 225 | INVESTIGATE/REPORT F225| Immediately action as required.
88=D | ALLEGATIONS/INDIVIDUALS ;

F 225 483.12 (a}(3)(4)(c)1)-(4)

1. On June 27, the Director of
Nursing interviewed Resident #
81 and secured a statement
regarding the incident and
placed in the investigative file.

100% of staff were interviewed
on 06.27.2017 by nursing.
administration regarding abuse
and neglect allegation related to
missing money with no new
findings. Results were placed in
the investigative file.
Administrator, Director of
Nursing, and Assistant Director
of Nursing received training on
Abuse  Reporting and
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" Conducting Investigations on;

F 225 | Continued From page 3 F225] (0g.27and 06.29 by the regional
actions by a court of law against an employee, - ;'
which would indicate unfitness for service as a consultants.
nurse aide or other facility staff. 2All  residents have the
(c) In response to allegations of abuse, neglect, potential to be affected by this
exploitation, or mistreatment, the facility must: practice. 100% of residents with

' mily members
(1) Ensure that alt alleged violations involving B'MS : 9 and f)rfa fym ial
abuse, neglect, exploitation or mistreatment, were interviewed by social:
including injuries of unknown source and worker 1o ensure ho unreported
misappropriation of resident property, are ith no new findings.
reported immediately, but not later than 2 hours BBIES it d d :

| after the allegatlon is made, if the events that 100% of staff were educated on

| cause the allegation involve abuse or result in abuse and neglect by nursing
sefious bodily injury, or not later than 24.hours If administration on 06.27 and
the events that cause the allegation do not involve h dministered an
abuse and do not result in serious bodily injury, to 07.13 then administered an.
the administrator of the facility and to other . Abuse Competency Test with

| officlals (including to the State Survey Agency and | 100% pass rate. to ensure
adult protective services where state law provides I hensi Skin
for jurisdiction in long-term care facilities) in comprehension.
accordance with State law through established | assessments were completed on
procedures.  06.27.2017 by ADON on
(2) Have evidence that all alleged viclations are residents ‘f"th BIMs of < or
thoroughly investigated. equal to 8 with no new findings.

| (3) Prevent further potential abuse, neglect, 3.Administrator, Director of

'| exploitation, or mistreatment while the Nursing, and Assistant Director
investigation is in progress. of Nursing were trained on

| (4) Report the resuits of all investigations to the 174 LY regional consultants
administrator or hls or her designated on Abuse Investigation and
representative and to other officials In accordance ; checklist was
| with State law, including to the State Survey Reporting. Abuse chec "
| Agency, within 5 working days of the incident, and reviewed and to be utilized in a
' if the alleged violation is verified appropriate investigations.
corrective action must be taken.
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Continued From page 4 .
Pag 4. The Nurse Consultant will

F 225

I by:
| review, and interview, the facility failed o

{ thoroughly investigate 2 allegations for 1 resident
1i(#81) of 5 residents reviewed for abuse.

 Medlcal record review of the Quarterly Minimum

This REQUIREMENT is not met as evidenced

Based on review of facility pollcy, medical record

The findings included:

‘Review of facility policy, Abuse Prevention
\Program, dated 1/19/17 revealed "...Once the
Administrator or designee determines that there
is areasonable cause for suspecting abuse, the
Administrator or designee will Investigate the
allegation and aobtain a copy of any
documentation relative to the incident..."

Medical record review revealed Resident #81 was
ladmitted to the facility on 11/11/16 and readmitted
‘on 7/15/17 with diagnoses including Displaced
Supracondylar Fracture with Intracondylar
.Extenslon of Lower End of Left Femur, Dyspnea,
‘Chronic Obstructive Pulmonary Disease, Acute
{on Chronic Combined Systolic and Diastolic
'Heart Failure, Type 2 Diabetes Mellitus with
' Diabetic Neuropathy, Chronic Atrial Fibrillation,
‘Chronic Pain Syndrome, Heart Failure, Pleural

Effusion, Gastroparesis, Hyperlipidemia, Panic

Disorder, Major Depressive Disorder, Anxlety

Disorder, Hypertenslon, Irritable Bowel Syndrome ;
and Gastro-Esophageal Reflux Disease without
'Esophagitis. Resident#81 discharged from the
facility on 7/28/17.

Data Set dated 6/28/17 revealed Resident #81
‘had a Brief Interview for Mental Status score of

15, indicating she was cognitively intact.

F 225

audit all Reportable Events.
utilizing the Abuse
Investigation Checklist to

ensure Abuse Investigations are
thoroughly investigated and
reporting policy and checklist
are followed for three months,

then forwarded to QAPI
Committee for review and
recommendation.

FORM CMS-2567(02-99) Previous Verstons Obsolets

Event ID:AQu411

Facility ID: TN8301

If continuation sheet Page &of 10




- FRINIELU., UIIUSIZUI0
DEPARTMENT OF HEALTH AND HUMAN SERVICES __FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVS'CE-S — . . QMB NO 093_{3«__0,’3__9'_.1
'STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING o } COMPLETED

445124 | P p————PN W (! 11711
' T STREET ADDRESS, CITY, STATE, ZIP CODE
o | v | 556 EAST BLEDSOE STREET

THE WATERS OF GALLATIN, LLC  GALLATIN,TN 37066

L X4yID SUMMARY STATEMENT OF DEFICIENCIES | "o ~_PROVIDER'S PLAN OF CORRECTION x|
PREFIX (EACH DEFIGIENCY MUSTIRE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION ¥
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™e | cnqas«agﬁﬁneggggég g%e-@w{;ﬁqpawre :

NAME OF PROVIDER OR SUPPLIER

F 225 | Continued From page 5 F 225
Review of the facility investigation regarding i
abuse/exploitation of Resident #81 revealedno !
statement from the Identified staff who took the
picture or from Resldent #81.

Review of the facility investigation of an undated |
{hand written document revealed "...Res [resident] - i
'reported to nurse that $80 was missing fr [from] ‘
‘wallet, It has been 2-3 days since she saw it.." il
Further review of the facility's investigation i ' 1
revealed 5 witness statements were obtained
from staff.

Interview with the Administrator on 10/11/17 at

1 4:30 PM in her office revealed the resident was

‘having hallucinations when she reported the

| money missing. The Administrator stated the

| hallucinations worsened as the day progressed,

| resuited in the resldent being sent to local

hospital for evaluation. The Administrator

confirmed no additional witness statements were

obtained nor was a statement obtained from

Resident #81. The Administrator confirmed she

wrote the hand written document in the

investigation. The Administrator confirmed the

facility failed to thoroughly investigate 2

allegations of abuse/exploitation and ,
misappropriation of funds for Resident #81. i il

Interview with the Asslstant Director of Nursing
(ADON) on 10/41/17 at 4:45 PM in the
conference room revealed the statements in the
investigations were obtained by the Director of
| Nursing, the Administrator and the ADON. The
ADON confirmed no additional statements were
obtained from any additional staff, from the
| identified staff who took the picture of Resident
| #81 or from Resident #81 about either '
| investigation. The ADON confirmed the facility
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PREFIX
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PREFIX
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COMPLETION
DATE

F 225

F 278
§8=D'

‘The facility failed to obtain statements from staff

;failed to completed a thorough investigation of the

|'to obtain statements from the identified staff who
|:took the picutre of Resident #81 and from the

‘I'thorough investigation of abuse/exploitation per
./ 'the facility policy.

' ACCURACY/COORDINATION/CERTIFIED
| CFR(s): 483.20(g)-()

| must accurately reflect the resident's status.

| Aregistered nurse must conduct or coordinate
| participation of health professionals.
; (I) Certification

f: (1) A registered nurse must sign and certlfy that
| the assessment s completed,

| that portion of the assessment.

;.Continued From page 8
failed to thoroughly complete both investigations.

who worked prior to the money being reported
missing and from Resident #81 thus the facility

‘missing money per the facility. The facility failed

‘resident thus the facility failed to complete a

ASSESSMENT

(g) Accuracy of Assessments. The assessment

(h) Coordination

each assessment with the appropriate

(2) Each individual who completes a portion of the |

assessment must sign and certify the accuracy of

() Penalty for Falsification
(1) Under Medicare and Medicaid, an individual
who willfutly and knowingly-

(i) Certifies a materlal and false statement in a

F 225

F 278

F-278 483.20 (g)-{J) ASSESSMENT
ACCURACY/COORDINATION/CERTI
FIED

1Resident #34 was scheduled and
assessed by the Dentist on
10.13.2017. Care plan was updated
by the Minimum Data Set Nurse
(MDS) as needed on 10.20.2017 The
Minimum Data Set (MDS) Nurses
were trained on Section L,
"Oral/Dental Status", on 10.24.17 by
the Regional MDS Registered Nurse.
2All Residents have the potential to
be affected by this practice. Oral
Assessments were completed on
residents by the Licensed MDS
Nurses by 10.20.17. Residents
identified with oral concerns were
commumcated to the physncnan and

10/24/17
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i | appointments scheduled for
F 278 | Continued From page 7 F 278 dental app

] -assessment; or

by:

residents reviewed.

The findings included:

Hypertension.

‘resident assessment is subject to a civil money
penalty of not more than $1,000 for each

(i) Causes another individual to certify a material
and false statement in a resident assessment is
| subject to a civil money penalty or not more than
$5,000 for each assessment.

| {2) Clinical disagreement does not constitute a
material and false statement.
| This REQUIREMENT is not met as evidenced

i Bésed onh medical record review, observation,
and interview, the facility failed to accurately
assess the oral status of 1 resident (#34) of 20

Medical record review revealed Resident #34 was
admitted to the facllity on 3/31/09 and readmitted
on 9/6/09 and 11/9/15 with diagnoses including
Alzheimer's Disease, Abnormal Posture, Urinary
Tract Infection, Autonomic Neuropathy In
Diseases, Restless Legs Syndrome, Vitamin D
Deficiency, Acquired Hemolytic Anemia, Anxlety
Disorder, Major Depressive Disorder, Dementia
without Behavioral Distrubance and

Medical record review of the Quarterly Minimum
Data Set (MDS) dated 2/7/17, the Annual MDS
dated 5/5/17, and the Quarterly MDS dated
8/2/17 of the Oral/Dental Status section revealed
the resident had no concerns.

' Observation on 10/10/17 at 9:53 AM in the Main
Dining Room, on 10/10/17 at 12:40 PM In the 800 |

follow up. Care plans will be updated
as needed.

3MDS Nurses were trained by the
Regional MDS Nurse on Section L,
"Oral/Dental Status", on 10.24.17.
The MDS Consultant will Audit 10%
of Comprehensive MDS
Assessments monthly for 3 months
to ensure accurate coding effective
10.25.17. Any concerns identified
will be immediately addressed with
reeducation, correction and
communicated to the Administrator.
4The MDS Consultant will Audit 10%
of Comprehensive MDS

Assessments monthly for 3 months
to ensure accurate coding. Any

concerns  identified  will  be!
immediately  addressed with
reeducation, correction and:

communicated to the Administrator.
The results of audits will be
forwarded to the Administrator and
Director of Nursing for review then
forwarded to the QAPI Committee
for review and recommendations.
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‘and interview, the facllity failed to safeguard

483.20()(5) Resident-identifiable information,

(i) A facility may not release Information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility itself is permitted
to do so.

483.70(1)(3) The facllity must safeguard medical
record information against loss, destruction, ot

uhauthorized use.
This REQUIREMENT is not met as evidenced

by:
Based on review of facility policy, observation,

medical record information against loss or

' 10n 10.10.17 at 4:02 PM the
| Assistant  Director of Nursing
| secured the controlled substance
' prescription and  educated the

Controlled Substance Prescriptions
. emphasizing the importance of
maintaining the security of the
controlled substance prescriptions
by placement of prescriptions into
sealed envelopes for delivery to
pharmacy. Education was also
provide on ensuring the door to the
' nursing station is locked when
- licensed staff are not in attendance.

licensed nurse on the policy for

DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ @_MB"NO; 09880391 .
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- 445124 B. WING ; i 10/11/2017_
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs) ;
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F 278 | Continued From page 8 F 278
Hall area, and on 10/11/17 at 7:20 AM in the 600
| Hall dining area revealed Resident #34 had
| several missing front teeth at the top and bottom
f of the mouth. -
| Interview with the MDS Corrdinator on 10/11/17 at
12:10 PM in her office revealed she was
responsible for completing the dental status
section of the MDS for Resident #34. The MDS
| Cordinator confirmed Resident #34's dental
status section on the Quarterly MDS dated
2/7117, the Annual MDS dated 5/6/17 and the
Quarterly MDS dated 8/2/17 were not coded i
| accurately. . F-516 48320  (f) (M) |
F 516 | RELEASE RES INFO, SAFEGUARD CLINICAL F 516 483.70(i)(3) 10/26/17
§s=D| RECORDS RELEASE RESIDENT INFORMATION, | ‘
| CFR(s): 483.20(f)(5)(i)(ii); 483.70(i)(3 ’
_ (s) (fHB)(i)(ii) (i)3) " SAFEGUARD
CLINICAL RECORD
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| sealed envelope and delivered to pharmacy..."

il Hall nurses station revealed the station door
| open, the desk top computer was logged into a

unauthorized use.
_The findings included:

‘Review of facility policy, Controlled Substance
Prescriptions, undated revealed "...In compliance

to prevent diversion of controlled substances, the
following steps must be taken when a provider
completes and signs a prescription for a
controlled substance in the skilled nursing facllity:
...Original paper prescription to be placed in a

Observation on 10710717 at 4:00 PM at the 600

resident's chart and a paper prescription for
Lortab was stored on the desk. Further
observation revealed no facility staff in the nurses
station or the immediate area.

Observation and interview on 10/10/17 at 4:02
PM at the 800 Hall nurses station, with the
Assistant Director of Nursing (ADON) present,
revealed the station deor open, the desk top
computer was logged into a resident's chart and a
paper prescription for Lortab was stored on the
desk. Interview with the ADON confirmed it was
not facility procedure for the computer to be
logged on and the paper prescription to be stored
on the desk without facility staff present. Further

the medical record information against loss or
unauthorized use,

with applicable state and federal regulations, and |

interview confirmed the facllity falled to safeguard |’

STATEMENT OF DEFIGIENCIES (X} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING COMPLETED
| 445124 B. WiNG _ : 10/11/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
- | 656 EAST BLEDSOE STREET
THE WATERS OF GALLATIN, LLC ]
das _ GALLATIN TN 37066 .
(%4} ID " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION = (x5)
PREFI || (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
, The HIPAA Policy was reviewed and
F 618 | Continued From page 9 F 616

the importance of securing resident
information including the medical
record was stressed with emphasis
on always logging off of computers
and never leaving a computer work
station open when unattended.
20n 10.10.17 at approximately 4:30
PM an automatic lock was placed on
the nursing station door by the
Director of Maintenance. On
10.11.17 the maintenance director
applied automatic door closure.
device to the door.
3All residents have the potential to
be impacted by this practice. On
10.10.17 at approximately 4: 10 PM
the Director of Nursing and Assistant
Director of Nursing immediately
conducted audits of all nursing. |
stations and computers to ensure’
patient  information,  medical
records, and prescriptions for
controlled substances were secured
properly. No concerns were
identified. Facitity staff were
educated by the Director of Nursing
and Assistant Director of Nursing on
HIPAA Policy and the importance of
maintaining the confidentiality of
resident Informatlon including the
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E 51 6 Continued F g ; . medical record was reviewed.
@ SANUEGTErom page F 516‘i Logging off of computers and never

|unauthorized use. , -. > .

5 _ ] . leaving a computer work station

1'The findings Included: | open were emphasized. On |

Z;‘{R — ' olicy, Controlied Subst | 10.10.2017 and 10.11.2017 licensed :
Jieview O Ly pr , Lontrol ubsiance | I
IIPrescriptions, undated revealed "...In compliance | nurses were educated by the | '
‘| with applicable state and federal regulations, and i Assistant Director of Nursing and

to prevent diversion of controlled substances, the Director of Nursing on the policy for

| following steps must be taken when a provider | Controlled Substance Prescriptions |

1 completes and signs a prescription for a i L. .
| controlled substance in the skilled nursing facility: | emphasizing the importance of

. .Original paper prescription to be placedina | maintaining the security of the

i sealed enveiOpe and delivered to pharmacy... | ~ controlled substance prescriptions

i Observation on 10/10/17 at 4:00 PM atthe 600 | . by placement of prescriptions into

|| Hall nurses station revealed the station door sealed envelopes for delivery to _

| open, the desk top computer was logged Intoa | pharmacy. Education was also |
resident's chart and a paper prescription for r \ ' ;

{ Lortab was stored on the desk. Further ) . provided to ensure the door to the |
observation revealed no facility staff in the nurses | ' nursing station is locked when

| station or the immediate area. | . licensed staffare not in attendance. |

| Observation and interview on 10/10/17 at 4:02 |, | The HIPAA Policy was reviewed and

PM at the 600 Hall nurses station, with the " the importance of securing resident a.
| Asslstant Director of Nursing (ADON) present, ' information including the medical !
revealed the station door open, the desk top . |
computer was logged into a resident's chartand a record was str(.essed with emphasis I
| paper prescription for Lortab was stored onthe | . on always logging off of computers i
desk. Interview with the ADON confirmed itwas | . and never leaving a computer work | il
| not facility procedure for the computer to be © station open when unattended. . i

| logged on and the paper prescription to be stored

' on the desk without facllity staff present, Further | 4The Director of Nursing or her

interview confirmed the facility failed to safeguard | :_ | designee during new Hire Nursing ]
.the medical record information against loss or | i i i inni . i
i s g i 4 Orientation be_gmmng _on il
i | 10.25.2017 will provide education to i
1 nursing staff on the HIPAA Policy, |
: i . with emphams on maintaining il
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. NAME OF PROVIDER OR SUPPLIER ~ STREETADDRESS, CITY, STATE, ZIP CODE o '
: 4 || 556 EAST BLEDSOE STREET
THE WATERS OF GALLATIN, LLC: K _! GALLAT}N TN 37086 B o
[ x@yp | SUMMARY STATEMENT OF DEFICIENCIES R ~PROVIDER'S FU\NOFCORRECTION R
PREFIX |i  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTIONSHOULD BE | COMPLETION ;
| TAG | REGULATORY OR LSCIDENTIFYING INFORMATION) TAG |- CROSSREFERENCED TO THE APPROPRIATE DATE
I _ _  DEFICIENCY)
R | _ secunty of resident information.
F 516  Continued From page 9 F516] Emphasis will be provided regarding
 unautherized use. .- - security of the medical records, use
! | of privacy screens for computers, _;:

[ The findings included: :
’ : logging off of computers and never

ii-Review of facllity policy, Controlled Substance . leaving a computer work station
|-Prescriptions, undated revealed "...ih compliance - | h ded. Pri
with applicable state and federal regulations, and . open when Lgajtengegs Lpvacy
to prevent diversion of controlled substances, the * screen protectors have been
following steps must be taken when a provider || . ordered for computers and will be |

|| completes and signs a prescription for a .
| controlled substance in the skilled nursing facility: | applied to - computer screens by
| ..Original paper prescription to be placed'in & 10.25.2017 to Improve privacy of
; sealed envelope and delivered to pharmacy..." residents  electronic medical

Obsarvation on 10/10/47 at 4:00 PM at the 600 fecondst Randon audis Will e ¥
| Hall nurses station revealed the station door completed by the Director of '
{ open, the desk top computer was lc_:gged intoa | Nursing, Assistant Director of
resident's chart and a paper prescription for .' | Nursing and the Manager on Duty

| Lortab was stored on the desk. Further ! 4 —_
observation revealed no facllity staff in the nurses i on weekends beginning 10.25.2017
station or the immediate area. | | twice daily for two weeks, then

| twice weekly for four weeks then
weekly for six months, to ensure

Observation and Interview on 10/10/17 at 4:02
PM at the 600 Hall nurses station, with the

Asslstant Director of Nursing (ADON) present, | ' "HIPAA  Compliance  regarding
::i‘;:aﬁgrﬂ\;/e st‘atlon 3?0{ open. ,Z‘e ?'esitor? da . controlled substance prescriptions,
as fogged into a resident's chart an : .
.pape‘:' prescriptio%gfor Lortab was stored on the ~ medical record security, use of .
desk. Interview with the ADON confirmed itwas | . privacy screens on computers and
| not facility procedure for the computer to be ' ' computers logged off when not in | |
logged on and the paper prescription to be stored: i use. Any concerns identified will be | 1

on the desk without facility staff present. Further |
interview confirmed the facllity failed to safeguard |

-the medical record information against loss or i ; 'i- ﬁ
| unauthorized use. ; i i

f !
il i o . o e

i wiiia gy = R o
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FORMEDICARE & MEDIGAID SERVICES: _ oo OMBNO. 0038-0301.
'STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA i (xz) MULTIPLE CDNSTRUCTION T {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | & BUILDING " COMPLETED
i !
B “44Bi24 | Bwme__ e 7 101{4(2097
- NAME OF PROVIDER OR SUPPLIER " STREET ADDRESS, CITY, STATE, ZIP CODE
A . | 665 EAST BLEDSOE STREET
THE WATERS OF GALLATIN, LLC GALLATIN TN 37066, o
[ x¢yio | “"SUMMARY STATEMENT OF DEFICIENGIES ] ip PROVIDER'S PU\N OF CORRECTION I N
PREFIX [I  (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULDBE | COMPLEYION. |
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
! ' DEFICIENCY)
F 516 | Continued From page 9 F 516| reported to the Administrator and

; | unauthorized use. _ ' Director of Nursing or designee and
| ings i . | addressed immediately with staff
! EE'Fhe findings included: ' ceeducation  and counseling as

'Review of facility policy, Controlled Substance ' appropriate. The results of audits

Il Prescriptions, undated revealed "...In compliance

| completes and signs a prescription for a
| controlled substance in the skilled nursing faility:

..Original paper prescription to be placed'in a

; sealed envelope and delivered to pharmacy..."

| Observation on 10/10/17 at 4:00 PM at the 600

Hall nurses station revealed the station door
open, the desk top computer. was logged into a
resident's chart and a paper prescription for

| Lortab was stored on the desk. Further i
observation revealed no facility staff In the nurses
| station or the immediate area.

Observation and interview on 10/10/17 at 4:02
PM at the 600 Hall nurses station, with the
Assistant Director of Nursing (ADON) present,
revealed the statlon door open, the desk top

desk. Interview with the ADON confirmed it was

| not facility procedure for the computer to be

| logged on and the paper prescription to be stored
'on the desk without facility staff present. Further |
interview confirmed the facllity failed to safeguard |
' the medical record information against loss or
unauthorized use, of

computer was logged into a resident's chart and a |
| paper prescription for Lortab was stored on the

. will be forwarded to the Director of

. with applicable state and federal regulatlons and I ;
to prevent diversion of controlled substances, the ' Nursing and  Administrator  for
following steps must be taken when a provider . review and foliow wup then

" forwarded to the QAPI Committee
for review and recommendations.

I | - T e i A e e cea i

Event ID:AQU41{  Facllty 1D: TNBSDT
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DEPARTMENT OF HEALTH AND HUMAN SERVICESZ/> ¥h Af""” o dar " "“FORM APPROVED
CENTERS FORMEDICARE & MEDICAID SERVICES _ //- 2.5 /™7 (220 /7 . OMBNO. 0938-0391.
STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPUIER/CLIA (X2) MULTIPLE CONSTRUCTION |{x9) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING S || comPLETED
YA N i
FOC# 2 | 445124 R — | 10m12017
NAME OF PROVIDER OR SUPPLIER ' " STREET ADDRESS, CITY, STATE, ZIP CODE  ~ -
556 EAST BLEDSOE STREET
THE YVATERS OF GALFATIN, LL!C. N GALLATIN, TN 37066 B
x| SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX |~  (EACH CORRECTIVEACTION SHOULD BE [ COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ! CROSS-REFERENCED TO THE APPROPRIATE DATE |
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 |
i |
Arecertification survey and complaint |
investigation #40360, #41301, #41529, #41809, 1
#41885 and #42449 were completed on F 223 483.12(a)(1)
10/0/17-10/11/17 at The Waters of Gallatin. . :
“Deficiencies were cited related to the 1.Physical . assessment
recertification survey and complaint Investigation completed on resident # 81 by
'#41809 and #41885, under 42 CFR PART 483, attending physician and medical
‘Requirements for Long Term Care Facilities. director with findings noted. Q
F 223 | FREE FROM ABUSE/INVOLUNTARY F 223 .
55D | SECLUSION 15 minute checks initiated until
CFR(s): 483.12(a)(1) cleared by NP on 06.27.2017 @
' oD 1:00. SW assessed resident,
IThe resident has the right to be free from abuse, completed BIMS score 14, PHQ4
ineglect, misappropriation of resident property, score 4/27.Residents physically
‘and exploitation as defined In this subpart. This assessed by licensed nursing
Jincludes but is not limited to freedom from :
| .corporal punishment, involuntary seclusion and per.sonnel throughout day with
|:@ny physical or chemical restraint not required to resident noted to be happy,
| treat the resident's symptoms. joking with staff, and on IPad.
| 483.12(a) The facllity must- Skin assessment co.mpleted by
(a}{1) Not use verbal, mental, sexuai, or physical ADON on 06.27 with no new
abulse,_ corporal punishment, or involuntary findings. Care plan revised on
| seclusion;
This REQUIREMENT is not met as evidenced 06:27:200G:byMADS Eovreinaton
|| by: to reflect resident condition.
| Based on review of facility policy, medical record Psychologist evaluation on
review, and interview, the facility failed to prevent : istres
| abuse/exploitation for 1 residents (#81) of 5 | OGERGE0NE w't!' RGN dIsEress
| resident reviewed for abuse. - noted. SW continued to follow
' resident for how long for three
| Revlew of facllity policy, Cell Phone Policy, changes in mood or signs and
undated, revealed “...It Is Facility's policy that symptoms of psychological
representatives of our organization do not use distress.
CABGRATORY DIRECTON'S OR PROVIDER/GURPLIER REPRESENTATIVE'S SIGNATURE S [ T X6) DATE
?Z.W Al pn/thrpdpr” 100017

!

Umpa—

Any deficlency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it Is datermined that
other safeguards provide sufficient protection to the palients. (See instructions.) Except for nursing homes, the findings stated above are dlsclosable 80 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents ate made avallable to the facllity. If deflolencles are cited, an approved plan of correction ls requisite to continued

program particlpation.

FORM CNIS-2687(02-96) Previous Verslons Obsolete

Event ID:AQJ411

Facliity ID: TN8301



UEFAKIMEN | OF HEALIH ANU HUMAN BERVICES FORM APPROVED
ARE 8 MEDIGAID SERVIC o DYIBING VBB,
'STATEMENT OF DEFICIENCIES | (X1) PROVIDER}SUPPLIERJCUA 7| (x2) MULTIPLE CONSTRUCTION (xa) DATE SURVEY |
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A BUILDING COMPLETED b
! | A e ;
] i
N — o e fhon e s A | B i ] ADAITIONT: i
':{ N.o.MEGFPwanER OR SUPPLIER ‘|| STREET ADDRESS, CITY, STATE, ZIPCODE- S I
ik o . i % [
i " i}l 886 EAST BLEDSOE STREET )
1 TH RS OF GALLATIN, LLC A *
it RANATE g ! 1 GALLATIN, TN.37066 )
i {x4) D [ SUMMARY STATEMENT OF DEFICIENGIES o PROVID'ER%PLAN "OF CORRECTION I
|| PREFIX ||  (EACHDEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH.CORRECTIVE ACTION SHOULD BE | COMPLETION [
: JAG |,  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | . DATE :
|3 N L ) : DEFICIENCY) ;
.‘- e s e B ) 2|
i F223] Continued From page 1 Foosl 2All  residents have the l
|

; 1Supracondylar Fracture with Intracondyiar
|'Extension of Lower End of Left Femur, Dyspnea, |

‘| Medical record review of the Quarterly Minimum :
- Data Set dated 6/28/17 revealed the resident had |
| a Brief Interview for Mental Status score of 15,

| Review of the facillty Investigation revealed a

{ showing the picture at the nurse's station one
| night & laughing about it.."

icell and /or smart phones while performing work
lasks Further, video and or pictures should not
be taken of residents, PHI [Protected Health
‘Information] and ePHI [electronic Protected
Health Information)..."

;on 7115117 with diagnoses including Displaced

; Chironic Obstructive Pulmonary Disease, Acute |
| Eon Chronic Combined Systolic and Diastolic '
it 'Heart Failure, Type 2 Diabetes Mellitus with

‘IIDiabetic Neuropathy, Chronic Arial Fibrillation,
“l'.Chronic Pain Syndrome, Heart Failure, Pleural
' Effusion, Gastroparesis, Hyperlipidemia, Panic

' Disorder, Major Depressive Disorder, Anxlety

| Disorder, Hypertension, Irritable Bowel Syndrome
|rand Gastro-Esophageal Reflux Disease without
[ Esophagitis. Resident #81 dlscharged from the

facility on 7/28/17.

indicating she was cognitively intact.

written statement from Certified Nurse Aide

| (CNA) #2 dated 8/27/17 *... was shown a picture |
| by [CNA#1]. It was an mapproprlate picture of the |

resident in 408B. | also withessed [CNA#1]

| Telephone Interview with CNA#1 on 10/11/17 at |

6:35 PM revealed she admitted faking a picture of

Medical record review revealed Resident #81 was :
Iatdmatled to the facility on 11/11/16 and readmitted |

‘Resident #81 while the resident was {ransferrlng

_residents were interviewed by

"assessment on 06.27.2017, no

potential to be affected by this
practice. On 06.27.2017 all
department heads utilizing
Abuse  Questionnaire.  No
concerns were identified. Al |
residents received a skin | ;

concerns were identified. All i
staff were interviewed nursing
admiinistration and
Administrator regarding abuse |
and neglect using the Abuse | |
Questionnaire. Interviews ! i
included any knowledge of '
incident. No new reports of
abuse were identified. S

3.0n 06.27.2017, 100% of staff !
trained  Administrator and f"
nursing administration on Abuse

with completion of abuse

competency test with 100% pass

rate required. On 06.27.2017, |
100% of staff were interviewed
on abuse and neglect using the
Abuse Questionnaire with no |
new findings. On 06.27 and '

]
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STATEMENTOF DEFICIENCIES T (X1) PROVIDERISUPPLIERIGLIA | (X2) MULTIPLE CONSTRUGTION |(X3) DATE SURVEY
mn PLAN OF CORREGTION IDENTIFICATION NUMBER: ) COMPLETED
A, BUILDING
ol o o e e e AAEAR e | BNG, et o) o JAR047
r “NAME OF PROVIDER OR “SUPPLIER 1 STREET ADDRESB crrY STATE. ZIP CODE =
A i} 555 EAST BLEDSOE S8TREET
il ERS OF GALLATIN, LLC : i
. THE WATERS OF G . i GALLATIN TN 3?068 R T -
iy (){4) P “SUMMARY STATEMENT OF DEFICIENCIES | I | Pnownews F[AH'OFCORREGTION ) '
i1 PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION |i
i TAG |i  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG GROﬁS«REFERENECFEig éﬁ J%E APPROPRIATE DATE |
D

06.28, 100% of staff tratned

e e e e s A T B S e e | S s

F 223 | Continued From page 1 | F223:: Administrator and  nursing |
i1 ‘cell and Jor smart phones while performing work | mam o |
'tasks. Further, video and or pictures:should not | : adrfumstratlon on Cell Phone: g
: be taken of residents, PHI [Protected Health | ' policy. On 06.27.2017, 100 % of

‘Information] and ePHI [electronic Protected : I staff trained by Administrator
iatth imfoometion/;. | and nursing administration on

Medical record review revealed Resident #81 was Social Media policy. On 06.27
,‘admltted to the facility on 11/11/16 and readmited | ! and 06.28.2017, 100% of staff
‘on 7/15/17 with diagnoses including Displaced | _ . ‘
.|| Supracondylar Fracture with Intracondylar | trained by Administrator and
_.Extanarnn of Lower End of Left Femur, Dyspnea, | nursing  administration  on

i Chromc Obstructive Pulmonary Disease, Acute | i HIPPA. On 06.28.2017, 100% of
o Ol‘l Chronic C'omblned Sysml[c al'ld DIBStQI[G staff received training on
| 'Heart Failure, Type 2 Diabetes Mellitus with | Dignity, Respect, Customer

{liDlabetic Neuropathy, Chronic Atrial Fibriliation,
|:Chronic Pain Syndrome, Heart Fallure, Pleural
T|Effusion; Gastroparesis, Hyperlipidemia, Panic
|Disorder, Major Depressive Disorder, Anxiety

| Disorder, Hypertension, lrritable Bowel Syndrome |
j:and Gastro-Esophageal Reflux Disease without

Service.All new employees will
be educated by Human
Resources on Abuse and
Neglect, Social Media, Cell

T Esophagms Resident #81 discharged from the ": { Phone Policy during the New
| facility on 7/28/17. Hire Orientation.
:' I Medical record review of the Quarterly Minimum 4The SW wil conduct :

| Data Set dated 6/28/17 revealed the resident had | . .
| a Brief Interview for Mental Status score of 15, | Abuse/Neglect Interviews with
Indicating she was cognitively intact. _ { a random sample of residents

with BIMS > 9 ar high
Review of the facility Investigation revealed a famil S or higher and/or
written statement from Certified Nurse Aide : mily members every week for
(CNA) #2 dated 6/27/17 "...| was shown a picture : four weeks, and then monthly
| by [CNA#1]. It was an mappropriale picture of the | for three months, reporting
resident in 408B. | also withessed [CNA#1] results to QAP| Committee for

| showing the picture at the nurse's station one
| night & laughing about it..." : | review and recommendation.

| Telephone interview with CNA #1 on 10/11/17 at
| 6:35 PM revealed she admitted taking a picture of ]
‘Resident #81 while the resident was transferring i e e S i il
‘ “777If continuallon sheet Page 2 of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/03/2018.
FORM APPROVED

___OMB NO. 0938-0381

CFR(s): 483.12(a)(3)(4)(c)(1)-(4)
| 483.12(a) The facility must-

(3) Not employ or otherwise engage individuals
who- :

(i) Have been found guilly of abuse, neglect,
| exploitation, misappropriation of property, or
| mistreatment by a court of law,

(li) Have had a finding entered into the State
‘nurse aide registry concerning abuse, neglect,
iexploitation, mistreatment of residents or
'misappropriation of their property; or

(iii) Have a disciplinary action in effect against his |
‘ar her professional license by a state licensure
'body as a result of a finding of abuse, neglect,
exploltation, mistreatment of residents or

| misappropriation of resident property.

{4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of

STATEMENT OF DEFIG(ENCIES | (¢1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE GONSTRUGTION '|(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING | COMPLETED
| | | 445124 | B wina . — | 1012017
I NAME OF PROVIDER OR SUPPLIER ~ STREET ADDRESS, CITY, STATE, ZIP CODE S o
- 666 EAST BLEDSOE STREET
| THE WATERS OF GALLATIN, LLC & ALLA'[[N_,,TN _?37_033 B ” -
xaIo | SUMMARY STATEMENT OF DEFICIENCIES o T " PROVIDER'S PLAN OF CORRECGTION (X6)
' PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
; Any identified concerns will be
F 223 | Continued From page 2 F223| immediately reported to the
from the bedside commode to the bed. It was administrator with follow up
unknown when this picture was taken. Further ;
interview revealed the resident was not clothed completed @ appl‘foprlate..
from the waist down. Further Interview revealed | Department Heads will audit
approximately 2 months Iayer the CNA sentthe staffs cell phone compliance
picture to CNA #2 and denied showing the picture | dally during room rounds,
' to any other staff. _ i
| documenting on Room Rounds
'Interview with the Administrator on 10/11/17 at | Form. Any concerns will be
4:30pm in her office revealed confirmed the I : :
: i reported to the |
facility falled to prevent abuse/exploitation for : lmmfeti.|ately epo.
Resident #81. ; |~ Administrator/designee  with
F 225 | INVESTIGATE/REPORT |  F225 Immediately action as required. i
88=D | ALLEGATIONS/INDIVIDUALS ! |

F 225 483.12 (a)}(3)(4)(c)(1)-(2)

1. On June 27, the Director of
Nursing interviewed Resident #
81 and secured a statement ;
regarding the incident and i
placed in the investigative file, !

100% of staff were interviewed
on 06.27.2017 by nursing
administration regarding abuse
and neglect allegation related to
missing money with no new |
findings. Results were placed in r
the investigative file.
Administrator, Director of
Nursing, and Assistant Director
of Nursing received training on
Abuse  Reporting and

FORM CMS-2567(02-99) Previous Versions Obsolate
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/03/2018
FORM APPROVED
OMB NO. 0938-0391

exploitation, or mistreatment, the facility must:

| after the allegation Is made, if the events that
| cause the allegation involve abuse or result in
serious badily injury, or not later than 24 hours If

| officlals (including to the State Survey Agency and

| procedures.

| exploitation, or mistreatment while the

| (4) Report the results of all investigations to the

| Agency, within 5 working days of the incident, and
' if the alleged violation is verified appropriate

actlons by a court of law against an employee,
which would indicate unfitness for service as a
nurse aide or other facility staff,

(c) In response t¢ allegations of abuse, neglect,

(1) Ensure that alt alleged violations involving
abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, are
reported immediately, but not later than 2 hours

the events that cause the allegation do not involve |
abuse and do not result in serious bodily injury, to
the administrator of the facllity and to other

adult protective services where state law provides

for jurisdiction in long-term care facilities) in
accordance with State law through established

(2) Have evidence that all alleged violations are
thoroughly investigated.

(3) Prevent further potential abuse, neglect,
investigatlon is in progress.

administrator or hls or her designated

representative and to other officlals in accordance
with State law, including to the State Survey

corrective action must be taken,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
{ AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
446124 B, WING _ ; 10112017 |
NAME OF PROVIDER OR SUPPLIER o STREET ADDRESS, CITY, STATE, ZIP CODE |
§55 EAST BLEDSOE STREET 1
THE WAT GALLA . i
H ERS OF GALLATIN, LLC |  GALLATIN, TN 37066 j
(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES o3 “"""PROVIDER'S PLAN OF CORRECTION ~ (xs) -
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
: “"Conducting Investigations on;
F 225 Continued From page 3 F225 (0g.27and 06.29 by the regional

consultants.

2.AIl residents have the ;
potential to be affected by this -
practice. 100% of residents with
BIMS > 9 and or family members
were interviewed by social:
worker to ensure no unreported
abuse with no new findings.
100% of staff were educated on
abuse and neglect by nursing
administration on 06.27 and
07.13 then administered an.
Abuse Competency Test with
100% pass rate. to ensure
comprehension. Skin
assessments were completed on
06.27.2017 by ADON on
residents with BIMs of < or
equal to 8 with no new findings.

3.Administrator, Director of
Nursing, and Assistant Director
of Nursing were trained on
‘.i"l* Ry regional consultants
on Abuse Investigation and
Reporting. Abuse checklist was
reviewed and to be utilized in all
investigations.
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FPRINIEU: U1/Us/£U 1B

.| This REQUIREMENT is not met as evidenced
1| by:

| review, and interview, the facility failed to
5 thoroughly investigate 2 allegations for 1 resident
\(#81) of & residents reviewed for abuse.

- | Review of facility policy, Abuse Prevention

| documentation relative to the incident..."

Based on review of facility policy, medical record

The findings included:

Program, dated 1/19/17 revealed "...Once the
Administrator or designee determlnes that there
is a reasonable cause for suspecting abuse, the
| Administrator or designee will Investigate the
.allegation and obtain a copy of any

Medical record review revealed Resident #81 was |

\admitted to the facility on 11/11/16 and readmitted
on 7/15/17 with diagrioses Including Displaced
Supracondylar Fracture with Intracondylar
.Extension of Lower End of Left Femur, Dyspnea,
‘Chronic Obstructive Pulmonary Disease, Acute
{on Chronic Combined Systolic and Diastolic
iHeart Failure, Type 2 Diabetes Mellitus with

| Diabetic Neuropathy, Chronic Atrial Fibrillation,
Chronic Pain Syndrome, Heart Failure, Pleural

| Effusion, Gastroparesis, Hyperlipidemia, Panic
Disorder, Major Depressive Disorder, Anxlety
Disorder, Hypertension, Irritable Bowel Syndrome
and Gastro-Esophageal Reflux Disease without
Esophagitis. Resident #81 discharged from the
facility on 7/28/17.

| Medical record review of the Quarterly Minimum
Data Set dated 6/28/17 revealed Resident #81
had a Brief Interview for Mental Status score of
1185, indicating she was coghnitively intact.

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
. CENTERS:FOR MEDIGARE B ME[BICAID SERVICES ; OMB NO: 0938 03 91.
STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA L) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘A, BUILDING COMPLETED
445124 B. WING pa - .| . 10011/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 'STATE, ZIP CODE ™
666 EAST BLEDSOE STREET
THE VYATERS OF GALLATIN, LLC | GALLATIN N 37066 {
(X4) ID ¢ SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION O |
PREFIX | (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX 0H CORRECTIVE ACTION SHOULG B comkaEnON !
1AG REGULATORY OR LSC JOENTIFVING INFORMATION) TAG cjxess REFERENCED TO THEAPPROPRIATE |, DATE lf L
DEF!CIENCY] ;
1
F 225{ Continued From page 4 2 ) |
pag Frask _ 4. The Nurse Consultant will 4|

audit all Reportable Events,
utilizing the Abuse
Investigation  Checklist to |
ensure Abuse Investigations are )
thoroughly investigated and _ :
reporting policy and checklist - | |
are followed for three months, ' |

then forwarded to QAPI
Committee for review and |
recommendation. i
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F 225 | Continued From page 5

Review of the facility investigation regarding
abusel/exploitation of Resident #81 revealed no
stalement from the Identified staff who took the
picture or from Resident #81.

Review of the facility investigation of an undated
‘hand written document revealed *...Res [resident]:
‘reported to nurse that $80 was missing fr [from]
wallet, It has been 2-3 days since she saw it..."
Further review of the facility's investigation
revealed 5 witness statements were obtained
from staff.

Interview with the Administrator on 10/11/17 at
14:30 PM in her office revealed the resident was
-having hallucinations when she reported the
money missing. The Administrator stated the
hallucinations worsened as the day progressed,
resulted in the resident being sent to local
| hospital for evaluation. The Administrator .
confirmed no additional witness statements were
obtained nor was a statement obtained from
Resident #81. The Administrator confirmed she
wrote the hand wriften document in the
investigation. The Administrator confirmed the
| facility failed to thoroughly investigate 2
allegations of abuse/exploitation and
misappropriation of funds for Resident #81.

Interview with the Assistant Director of Nursing
(ADON) on 10/11/17 at 4:45 PM In the
conference room revealed the statements in the
| investigations were obtained by the Director of
Nursing, the Administrator and the ADON. The
ADON confirmed no additional statements were
obtained from any additional staff, from the
identified staff who took the picture of Resident
#81 or from Rasident #81 about either
investigation. The ADON confirmed the facility

F 226
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F 225 Contlnuad From page 6
failed to tharoughly complete both investigations.

"The facility falled to obtain statements from staff
who worked prior to the money being reported
"missing and from Resident #81 thus the facility
:failed to completed a thorough investigation of the
‘missing money per the facliity. The faciity failed

| to obtain statements from the identified staff who
‘took the picutre of Resfdent #81 and from the
‘resident thus the faclllity failed to complete a
thorough investigation of abuse/exploitation per

| the facility policy.

F 278 | ASSESSMENT

§8=D:| ACCURACY/COORDINATION/CERTIFIED
CFR(s): 483.20(g)-(j)

(g) Accuracy of Assessments. The assessment
| must accurately reflect the resident's status.

(h) Coordination

A registered nurse must conduct or coordinate
| each assessment with the appropriate

; participation of health professionals.

| (i) certification
| (1) Aregistered nurse must sign and certify that
| the assessment is completed.

(2) Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

() Penalty for Falsification
(1) Under Medicare and Medicald, an individual
who willfully and knowingly-

(i} Certifies a materlal and false statement in a

F 225

F278|

~ the Regional MDS Registered Nurse.

F-278 483.20 (g)-{j) AssessmenT |10

ACCURACY/COORDINATION/CERTI
FIED

1Resident #34 was scheduled and
assessed by the Dentist on
10.13.2017. Care plan was updated
by the Minimum Data Set Nurse
{MDS) as needed on 10.20.2017 The
Minimum Data Set (MDS) Nurses
were trained on Section L,
"Oral/Dental Status", on 10.24.17 by

2All Residents have the potential to
be affected by this practice. Oral
Assessments were completed on
residents by the Licensed MDS
Nurses by 10.20.17. Residents
identified with oral concerns were

communlcated to the physician and
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| assessment; or

by:

residents reviewed.

The findings included:

Hypertension.

‘resident assessment is subject to a civil money
penally of not more than $1,000 for each

| (if) Causes another individual to certify a material
and false statement in a resident assessment Is

subject to a clvil money penalty or not more than
$5,000 for each assessment.

| (2) Clinical disagreement does not constititte a
materal and false statement.
| This REQUIREMENT Is not met as evidenced

_ Bésed onh medical record review, observation,
and interview, the facillty failed to accurately
assess the oral status of 1 resident (#34) of 20

Medical record review revealed Resident #34 was
admitted to the facllity on 3/31/09 and readmitted

| on 9/8/09 and 11/9/15 with diagnoses including
Alzheimer's Disease, Abnormal Posture, Urinary
Tract Infection, Autonomic Neuropathy In
Diseases, Rastless Legs Syndrome, Vitamin D
Deficiency, Acqulred Hemolytic Anemia, Anxlety
Disorder, Major Depressive Disorder, Dementia
without Behavioral Distrubance and

Medical record review of the Quarterly Minimum
Data Set (MDS) dated 2/7/17, the Annual MDS
dated 5/5/17, and the Quarterly MDS dated

8/2/17 of the Oral/Dental Status section revealed
the resident had no concerns.

Qbservation on 10/10/17 at 9:53 AM in the Main |

Dining Room, on 10/10/17 at 12:40 PM In the 600/{

'STYATEMENT OF DEFICIENCIES 'l (1) PROVIDER/SUPPLIER/ICLIA ' (X2) MULTIPLE CONSTRUCTION 1(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | & BULDING COMPLETED
446124 B. WING __ : spewy = - 10/11/2017
NAME OF PROVIDER OR SUPPLIER b STREET ADDRESS, CITY, STATE, ZIP CODE -
556 EAST BLEDSOE STREET
: WATERS O L
THE JEAFERSIOF CAEUATIN, BEC ) GALLATIN, TN 37066 |
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION | e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i coMPLETION
TAG REGUULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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i dental appointments scheduled for
F 278 | Continued From page 7 F 278 PP

follow up. Care plans will be updated
as needed.

3MDS Nurses were trained by the
Regional MDS Nurse on Section L,
"Oral/Dental Status", on 10.24.17.
The MDS Consultant will Audit 10%
of Comprehensive MDS
Assessments monthly for 3 months
to ensure accurate coding effective
10.25.17. Any concerns identified
will be immediately addressed with
reeducation, correction and
communicated to the Administrator.
4The MDS Consultant will Audit 10%
of Comprehensive MDS

Assessments monthly for 3 months
to ensure accurate coding. Any

concerns  identified  will  be.
immediately addressed with
reeducation, correction and:

communicated to the Administrator.
The results of audits will be
forwarded to the Administrator and
Director of Nursing for review then
forwarded to the QAPI Committee
for review and recommendations. j
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F 278 | Continued From page 8 F 278
Hall area, and on 10/11/17 at 7:.20 AM in the 600
| Hall dining area revealed Resident #34 had
| several missing front teeth at the top and bottom
i| of the mouth. -
Interview with the MDS Corrdinator on 10/11/17 at
12:10 PM in her office revealed she was
responsible for completing the dental status
| section of the MDS for Resident #34. The MDS
Cordinator confirmed Resident #34's dental
| status section on the Quarterly MDS dated
1 27117, the Annual MDS dated 5/5/17 and the
Quarterly MDS dated 8/2/17 were not coded |
| accurately. F516 48320 (f) (5NN} il
F 516 | RELEASE RES INFO, SAFEGUARD CLINICAL F 516 483.70(i}{3) 10726117 |
§8=D | RECORDS RELEASE RESIDENT INFORMATION, [
CFR(s): 483.20(f)(5)(i)(ii); 483.70(i)(3 !
(s) (A5 (i)3) | SAFEGUARD
CLINICAL RECORD

| 483.20(f)(5) Resident-identifiable information,

| except to the extent the facility itself is permitted
to do so.

(i} A facility may not release Information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in

accordance with a contract under which the agent |

agrees not to use or disclose the information

483,70(i)(3) The facllity must safeguard medical
record information against loss, destruction, or
unauthorized use.
This REQUIREMENT is not met as evidenced
by:

Based on review of facility policy, observation,
and interview, the facility failed to safeguard
medical record information against loss or

. pharmacy.
i provide on ensuring the door to the

10n 10.10.17 at 4:02 PM the
Assistant Director of Nursing
secured the controlled substance
prescription and  educated the

licensed nurse on the policy for
Controlled Substance Prescriptions

emphasizing the Iimportance of
maintaining  the security of the
controlled substance prescriptions
by placement of prescriptions into
sealed envelopes for delivery to
Education was also

nursing station is locked when

- licensed staff are not in attendance.
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D
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The HIPAA P0|lCY was reviewed and
F 516 | Continued From page 9

| The findings Included:

| controlled substance In the skilled nursing facility:
| sealed envelope and delivered to pharmacy..."

| Observation on 10/10/17 at 4:00 PM at the 800

| station or the immediate area.

unauthorized use.

‘Review of facility policy, Controlled Substance
Prescriptions, undated revealed "...In compliance
with applicable state and federal regulations, and
to prevent diversion of controlled substances, the
following steps must be taken when a provider
completes and signs a prescription for a

...Origlnal paper prescription to be placed in a

Hall nurses statlon revealed the station door
open, the desk top computer was logged into a
resident's chart and a paper prescription for
Lortab was stored on the desk. Further
observation revealed no facllity staff in the nurses

Observation and interview on 10/10/17 at 4:02

PM at the 600 Hall nurses station, with the
Asslstant Director of Nursing (ADON) present,
revealed the station door open, the desk top
computer was logged into a resident's chart and a
paper prescription for Lortab was stored on the
desk. Interview with the ADON confirmed it was
not facility procedure for the computer to be
logged on and the paper prescription fo be stored:
on the desk without facility staff present. Further .

the medical record information against loss or
unauthorized use,

interview confirmed the facility falled to safeguard |

F 616

the importance of securing resident
information including the medical
record was stressed with emphasis
on always logging off of computers
and never leaving a computer work
station open when unattended.

20n 10.10.17 at approximately 4:30
PM an automatic lock was placed on
the nursing station door by the
Director of Maintenance. On
10.11.17 the maintenance director
applied automatic door closure.
device to the door.

3All residents have the potential to
be impacted by this practice. On
10.10.17 at approximately 4: 10 PM
the Director of Nursing and Assistant
Director of Nursing immediately
conducted audits of all nursing. |
stations and computers to ensure’
patient  information,  medical
records, and prescriptions for
controlled substances were secured
properly. No concems were
identified. Facility staff were
educated by the Director of Nursing
and Assistant Director of Nursing on
HIPAA Policy and the importance of
maintaining the confidentiality of

resident Informatlon including the | {
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medical record was reviewed.

F 516 E_-Co_ntinued From page 9
| unauthorized use.

i ifThe findings included:

unauthorized use.

| Review of facility policy, Controlied Substance

| Prescriptions, undated revealed "...In compliance I

| with applicable state and federal regulations, and f;
to prevent diversion of controlled substances, the |

following steps must be taken when a provider

| completes and signs a prescription for a

| controlled substance in the skilled nursing facility: |

1 ..Original paper prescription to be placedina

i sealed envelope and delivered to pharmacy..."

i| Hall nurses station revealed the station door
| open, the desk top computer was logged Into a
| resident's chart and a paper prescription for
| Lortab was stored on the desk. Further \
| observation revealed no facility staff in the nurses |
station or the immediate area. |

| Observation on 10/10/17 at4:00 PM at the 800 | ;
|

Observation and interview on 10/10/17 at 4:02 |, g
PM at the 600 Hall nurses station, with the :
1 Assistant Director of Nursing (ADON) present,
revealed the station door open, the desk top
computer was logged Into a resident's chart and a |
| paper prescription for Lortab was stored on the

' desk. Interview with the ADON confirmed it was

| not facility procedure for the computer to be

| logged on and the paper prescription to be stored
“on the desk without facllity staff present. Further |
| Interview-confirmed the facillty failed to safeguard |
- the medical record information against loss or : i

F 516]

i

Logging off of computers and never
leaving a computer work station !
open were emphasized. On |
10.10.2017 and 10.11.2017 licensed
nurses were educated by the
Assistant Director of Nursing and
Director of Nursing on the policy for
Controlled Substance Prescriptions
emphasizing the importance of
maintaining the security of the | |
controlled substance prescriptions _.
by placement of prescriptions into ;
sealed envelopes for delivery to -
pharmacy. Education was also
provided to ensure the door to the | !
nursing station is locked when
licensed staffare not in attendance. | !
The HIPAA Policy was reviewed and ||
the importance of securing resident
information including the medical
record was stressed with emphasis
on always logging off of computers | +
and never leaving a computer work |
station open when unattended. I il
4The Director of Nursing or her 3
designee during new Hire Nursing | i
Orientation beginning on | !
10.25.2017 will provide educationto
nursing staff on the HIPAA Policy, i |
with emphasus on maintaining : i

R e J-,_.

s S, e g S
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' The findings included:

: ' Review of facllity policy, Controlled Substance
|'Prescriptions, undated revealed "...in compliance

with applicable state and federal regulations, and

| to prevent diversion of controlled substances, the

following steps must be taken when a provider

| completes and signs a prescription for a

controlled substance In the sKilled nursing facility:

...Original paper prescnption to be placedina

4 sealed erwelppe and delivered to pharmacy..."

Obsarvation on 10/10/17 at 4:00 PM at the 600

| Hall nurses station revealed the station door

open, the desk top computer was logged into a
resident's chart and a paper prescription for

| Lortab was stored on the desk. Further y
observation revealed no facility staff in the nurses
| station or the immediate area.

Observation and Interview on 10/10/17 at 4:02

| PM at the 600 Hall nurses station, with the

Asslstant Director of Nursing (ADON) present,
revealed the station door open, the desk top

not facllity procedure for the computer to be

on the desk without facility staff present. Further

i
H

computer was logged into a resident's chartand a |
| paper prescription for Lortab was stored on the
 desk. Interview with the ADON confirmed It was

interview confirmed the facllity falled to safeguard
:the medical record information against lossor '
‘unauthorized use.

logged-on and the paper prescription to be stored |

leaving a computer work station
open when unattended. Privacy
screen protectors have been
ordered for computers and will be
applied to computer screens by
10.25.2017 to improve privacy of
residents electronic medical
records. Random audits will

Nursing, Assistant Director of
Nursing and the Manager on Duty
on weekends beginning 10.25.2017
twice daily for two weeks, then
twice weekly for four weeks then

HIPAA  Compliance  regarding
controlled substance prescriptions,
medical record security, use of
privacy screens on computers and

use. Any concerns identified will be

logging off of computers and never

be |
completed by the Director of |

weekly for six months, to ensure '

computers logged off when not in |

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (x2) MULTIPLE GONSTRUCTION |ixa) DATE SURVEY
/AND PLAN OF CORRECTION IDENTIFICATION NUMBER:! A BUILDING COMPLETED
—_— _ dusize BWINGT it SR 1001112017
+ NAME OF PROVIDER OR SUPPLIER * STREET ADDRESS, CITY, STATE, ZIP CODE .
i |
i ; : - ! 656 EAST BLEDSOE STREET
. THE WATERS OF GALLATIN, LLC A GALLATIN TN 370 36 |
T | SUMMARY STATEMENT OF DEFICIENGIES =R T PROVIDERS PUAN OF GORRECTION 1 o |
PREFIX [ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAC-H CORRECTIVE ACTIONSHOULDBE | COMPLETION |
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss.RErERENgﬁgl'gg ggﬁ APPROPRIATE i
- D
| security of resident information. |
F 516 | Continued From page 9 F618] Emphasis will be provided regarding |
:‘;unauthorlzed e, i " security of the medical records, use |
' of privacy screens for computers, !
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lunauthorized use,

| The findings included:

 Review of facility policy, Controlled Substance
‘Prescriptions, undated revealed "...In compliance

it with applicable state and federal regulations, and

to prevent diversion of controfled substances, the
following steps must be taken when a provider

1 completes and signs a prescription for a
| controlled substance in the skilled nursing facility:

..Original paper prescription to be placedin a
sealed enveiope and delivered to pharmacy..."

Observation on 10/10/17 at 4:00 PM at the 600

| Hall nurses station reveated the station door
1 open, the desk top computer. was logged into a

resident's chart and a paper prescription for

| Lortab was stored cn the desk. Further
| observation reveaied no facility staff In the nurses |
station or the immediate area.

Observation and Interview on 10/10/17 at 4:02
PM at the 600 Hail nurses station, with the
Asslstant Director of Nursing (ADON) present,
revealed the statlon door open, the desk top

| paper prescription for Lortab was stored on the
' desk. Interview with the ADON confirmed it was

1 not facility procedure for the computer to be

.logged on and the paper prescriptian to be stored
on the desk without facility staff present. Further

the medical record information against loss or

computer was logged into a resident's chart and a |

interview confirmed the facllity falled to safeguard |

unauthorized use. |
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F 516 | Continued From page 9 F 516/ reported to the Administrator and

. Director of Nursing or designee and
| addressed immediately with staff
i reeducation and counseling as
appropriate. The results of audits
. will be forwarded to the Director of
Nursing and Administrator for
. review and foliow up then
" forwarded to the QAPI Committee |
. for review and recommendations.

e
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Staff Questionnaire

Staff Name: Date:

1. Have you or do you know if anyone has ever taken any pictures ofa
resident?

2. Have you or do you know of anyone posting residents pictures or
information on any social media?

3. Have you ever witnessed any type of abuse toward a resident in this
facility?

- 4, Have you or do you know of any staff member that has violated the
Personal Health Information(PHI) policy in regards to any resident in this
facility
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